


PROGRESS NOTE

RE: Michael Lohrengel
DOB: 03/01/1946
DOS: 09/01/2025
Radiance AL

CC: Continued behavioral issues.
HPI: A 79-year-old male admitted to facility on 04/14/25 from the VAMC hospitalization, then a prolonged skilled care stay. On initial admit here, the patient was in memory care and he had significant behavioral issues and it became clear to him that he would remain in memory care unless the behaviors changed and with time of i.e. about three to four weeks, the behaviors abated and he moved into AL and it was a short-time thereafter that behavioral issues resurfaced and the patient has become difficult for staff to deal with. The patient is wheelchair bound, requires transfer assist and had been able to have staff help him get to the bathroom to toilet. Now, he is intentionally incontinent of bowel and bladder and will call staff to clean him up, but by the time they get there, he has smeared feces on the walls, on the bed, on himself, on the floor and is just rude and abrupt with staff. In talking to him, he has gone nowhere, his behaviors have continued and he is flippant about any need to change. The patient’s daughter Heather Smith is his POA and he contends that she is going to take him to live in her home and she plans to hire two caretakers to be with him when she is not there and help him with whatever he needs and he is convinced that that is going to happen. I spoke with her today and she states that there has not been a plan for him to come live with her, he has alluded to it and she has made it clear to him that she has a full-time job and her own life and is not able to care for him, so he is going to have to remain here or somewhere else where he will have the care that he needs. She also stated that she financially will not be able to afford caretakers for him. I spoke with staff today and I had spoken with some of them last week as well. In addition to the patient calling them to change him after he has had a BM and they arrive and he has smeared it everywhere and then when they approach to try to help clean him up, he hits and screams and calls them names, curses at them. Many of them are African American and he refers to them by the N-word or as black ______. He has tried to swing at some of them if he does not like what they are doing and when it has become dangerous for them to continue trying to help him and they leave, then he complains that they have been negligent in his care. This has been discussed with both the DON and ED and discussion as to either he goes to Geri psych and they figured out what needs to be done for the patient or he gets evicted.
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There had been the question of him being transferred back to memory care, but I contend that he cannot go back there and continue the behaviors that he is doing in AL as there in MC is much more vulnerable population. The patient has been refusing his Lasix and potassium which was started because of lower extremity edema and recently, the patient was started on Depakote 125 mg b.i.d.; he asked about these pills that he was not familiar with and staff just stated that it was a part of his routine medication. So, today, he has taken less than a week’s worth of the medication. The patient spends about 50% of the time in his room and then when he is out for meals, he will also come and roam around amongst the other residents particularly the female residents in his manual wheelchair.
DIAGNOSES: Unspecified dementia with minimal progression, BPSD which has escalated occurring on a daily basis throughout the day includes making a mess with his own stool that others have to clean up, then being physically aggressive with staff when they approach him; he will try to punch them or kick them and has made contact with many of them and calling them racially inappropriate names using the N-word, black ______, ______  and telling them that they are stupid and when I have spoken with him about what he has done and the unacceptability of it, he just goes off on a tangent that he is treated inappropriately by the staff and that he denies any of the allegations of bad behavior. Diabetes mellitus type II, HTN, HLD, gout, anxiety disorder and a history of depression.

MEDICATIONS: ASA 325 mg one q.a.m., Proscar q.d., Remeron 7.5 mg h.s., Protonix 20 mg q.d., Onglyza 5 mg q.d., Zoloft 50 mg q.d., and ABH gel 1/25/1 mg/mL 1 mL t.i.d.

ALLERGIES: DIGOXIN, PCN, LISINOPRIL, and METFORMIN.

DIET: Low-carb diabetic diet, regular texture and thin liquid.

CODE STATUS: The patient has an advance directive indicating no heroic measures be undertaken, but DNR has not been signed.

PHYSICAL EXAMINATION:

GENERAL: Older gentleman propelling himself around the unit in his manual wheelchair. He goes at a brisk pace and just looks around not being careful about running into other people. 
VITAL SIGNS: Blood pressure 130/80, pulse 75, temperature 97.0, respirations 18, and weight not available.

HEENT: He has long unkempt hair. Wears corrective lenses. EOMI. PERLA. Nares patent. Moist oral mucosa. Poor dentition. Missing several teeth.

RESPIRATORY: He has a normal effort and rate. Lung fields are clear. No cough and symmetric excursion.
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CARDIAC: He has regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present.

NEURO: He is alert and oriented x2. He has to reference for the date and time. His speech is clear. He voices his need. He does not listen to other people. Denies the allegations that are made despite the number of people present who heard what he stated and he appears to have no remorse or embarrassment about the name calling and the behaviors.
SKIN: Warm, dry and intact. He does not allow any exam of his skin beyond his legs and forearms.

PSYCHIATRIC: The patient is basically a loner, isolating himself because of his behaviors, focuses on everybody else to blame for how they treat him and sees his daughter as his rescue that she will come get him, he will go home and live with her and everything will be good. He acknowledges no insight into his behavior and the inappropriateness of how he treats other people.
ASSESSMENT & PLAN:
1. DM II. The patient is due for quarterly A1c. It is ordered and we will make adjustments in his diabetic medications per the result. His previous A1c was 14 and he was noncompliant with taking medication.

2. Anemia. H&H were 12.3 and 38.3. For now, we will follow.

3. Hypoproteinemia. T-protein WNL at 6.8 and albumin low at 3.3.

4. Medication refusal. I am discontinuing Lasix and KCl.

5. Anxiety. The patient receives hydroxyzine 50 mg at 7 p.m. I am adding 50 mg at 8 a.m. This is in the hopes that this may take the edge off some of his emotion that leads to his verbal remarks to other people.
6. History of depression and then the anxiety. I am increasing Zoloft to 100 mg q.d. We will discontinue Remeron 7.5 mg with the increase of Zoloft.
7. Unacceptable behavioral issues which are physical gestures hitting to verbally threatening, name-calling of both male and female staff using the N-word and as already cited above.
8. Social. I spoke with his daughter at length and she is fully aware of his behaviors and stated that he has always been an unpleasant human being and has alienated everyone in his life with the exception of she is there to help if he needs it, but she will not become his caretaker or have him live in her home nor will she pay for caretaking away from a facility and she is in agreement with whatever needs to be done from our end in attempt to manage his behaviors. She was made aware that stay at Geri psych may be the next move, she agrees with that.
9. Code status. There needs to be clarification of the advance directive, so that a DNR can be written to uphold what is stated in his advance directive.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
